Summary: Good communication between hospital HIV units and general practitioners is essential if people with HIV are to receive appropriate medical care in the community. However, in the UK the experience of general practitioners looking after people with HIV has been that communication is often inadequate. The reasons for this relate to the way that the HIV epidemic has evolved in the UK and the way that health services providing care in HIV have developed. In this review we will examine the causes of the present situation and suggest ways of improving communication which will have beneficial effects on the care of people with HIV.
INTRODUCTION
Evidence of poor communication about people with HIV between hospital based HIV units and general practitioners (GPs) has been extensively documented':", This has been cited as a contributory factor in the marginalization of primary care services in the care of those people infected with HIV2, 3,6. In particular, GPs in one area of high prevalence identified improved communication as 'the single most important thing' the health authority could do to assist therrr'. Anecdotally poor communication is frequently mentioned as a problem by GPs attending the HIVIAIDS course at this hospital and by GPs within the London HIV Primary Health Care Group.
In this article we will review the background and components of this problem and suggest some potential solutions, whilst recognizing the importance of patient choice and autonomy.
COMMUNICATION BY OTHER SPECIALTIES
Communication between GPs and hospital specialists in fields other than HIV or genitourinary medicine (GUM)has been more formallyinvestigated. The commonest identifiable problems were delays in the arrival of letters and discharge summaries 7-12, lack of necessary information in lettersv", widespread use of acronyms by hospitals" and disagreement over what letters ought to contain 12-14. Letters and discharge summaries from hospitals were felt to serve 2 purposes. Their role as a 
HIV SERVICES IN LONDON
In London, as in the UK as a whole, the largest group of people infected with HIV has been gay men. Young single men have the lowest rates of GP use of any groupl9,20 and perceived hostility or indifference to gay men by GPs meant that maw had not discussed their sexuality with their Gp21, , as shown by a recent survey of 623 gay men, 44% of whom had not told their GP of their sexual orientation-'.
Genitourinary (GU) clinics have been used by many gay men both for screening or treatment of STDs and for primary care, and hence when HIV began to affect gay men access to health care often followed the same route2 4 • Importantly, GU clinics offered a confidential, open access service with a tradition of writing to GPs only in reply to a written referral.
HIV antibody testing was initially only available in hospital GU clinics, which further increased the marginalization of GPs. Even though most GPs now have access to testing, many still choose to send people to hospital for this 25 ,26. GPs attending the GP course on HIV/AIDS at this hospital have identified 2 reasons for doing this. Firstly, some are not confident that they can adequately counsel patients of the implications of testing. Secondly, some do not wish to record the fact of testing in their notes, since they might then have to disclose this, for instance in reports to insurance companies. In effect these GPs are telling some people about to be diagnosed as having HIV infection that the GP should not be kept informed. Hence the GP is distanced from HIV care from the moment of diagnosis 2,s.
This concentration of care in hospitals was encouraged by the existence of a significant minority of GPs who were not willing to care for people infected by HIV, particularly if they were gay men or drug users 4,27-29. From the perspective of the person with HIV there were concerns about confidentiality and lack of skill in general practice as well as a fear of adverse reactions from GPs if they did disclose their diagnosis 21 , 22,30.
The net result was that the initial access to medical care for people with mv infection was via GU clinics-". This bypassed primary care, with medical care being centralized in hospitals and there being little role for the GP. However, as the epidemic unfolded, more medical and nursing care came to be provided in the communitytt. This was reflected in reductions in lengths of stay in hospital and an increasing tendency towards dying at home 3,32, In response to this and given the lack of involvement of GPs and community nurses, hospital based ommunity teams were established 3,32. These werẽ ntended both to encourage primary care input and In the case of the two longest established teams, to provide hands on care. These teams do encourage GP registration, but there is also evidence that Contact with them decreases GP use for non-HIV related care30. In addition, there is the problem of equity, since the care at home that a hospital based team can offer is limited by the distance that the patient lives from the hospitals, 33. In London the GP is often not central to care, with the hospital frequently providing p~ary care (i.e. being the first point of contact for patients), and the GP being used as a specialist resource. This may be as a prescriber of expensive drugs or to help provide terminal care at homes. Good communication is essential if GPs are to do these safely, but even more so if their role in HIV care is to further develop.
HIV SERVICES IN EDINBURGH
In Edinburgh the majority of patients initially presenting as HN seropositive were injecting drug users (IDUs), many of whom were already in regular contact with general practitioners before their HIV diagnosis 34 ,35. Most live with their families in a relatively limited geographical area 36 • The epidemic was initially reported from general practice? and hospital care is centred in infectious diseases units 34 ,38. Harm minimization measures have now reduced the spread of HIV infections in IDUs39, 40 and newly diagnosed mv infections in Scotland are now commonest amongst gay men, as elsewhere in the UK, although heterosexual transmission is increasingly importantsl.
There have been initiatives to improve GP knowledge and skills, which have been general practice driven 38 • The model of care is therefore similar to other medical specialities, with GPs being central to the ongoing care of their patients 38 ,42 and communication is rarely mentioned as a major problem. Nonetheless, only 6 of 50 GPs had had any communication from the hospital within 4 weeks of 49 HIV positive patients' discharge. In this time 36 of the 49 patients had been seen by their GP, mainly for prescription of drugs, treatment or care and counsellingu.
OTHER AREAS IN THE UK
There is little published information on other areas of the UK but the pattern of services likely to develop can be inferred from the way the HIV epidemic is evolving. In 1993 sexual intercourse between men was the mode of transmission in the UK for 1069 (76%) of 1404 AIDS cases, and 1380 (62%) at 2219 newly diagnosed HIV-1 infections were in homosexual/bisexual men 43 • The source of notifications to the public health laboratory service in England and Wales is known for 75% (1676/2282) of new HIV positive reports in 1993; 67% of these come from CU clinics (personal communication A Noone-PHLS Communicable Disease Surveillance Centre).
The data for seroprevaIence of HIV infection are clearly incomplete with the largest underestimate occurring in heterosexuals who do not perceive themselves to be at risk 44 • Whatever the real seroprevalence in the population, services will develop m response to the group which first accesses medical care. This suggests that the situation in London.holds lessons for much of the country, since the patient group initially affected is similar and a~c~ss to specialist care is already largely via CD clinics, Low prevalence areas do start with the advantage of more knowledgeable CPs than existed 10 years ago, and in many areas there are support !'etworks for community services already in place in the form of GP facilitators and clinical nurse specialists 2S ,45. It seems likely though, that the same pattern of poor communication with CPs will develop unless specific steps are taken now.
DISCUSSION
GPs in the community and in hospital-based HIV posts in London have long been aware that communication from specialist HIV units to GPs has been inadequate, although there has been little quantitative data published on the subject. The problem is not unique to one or 2 units, and happens in both larger and smaller HIV units although to varying degrees. We have recently reported our own past failings in this area and have begun the process of improving our practicew.
The current situation is maintained by the culture within HN and GU clinics-many hospital staff do not value GPs and make little effort to encourage their patients to do S021,47. The existence of specialist community teams may shield hospitals from the necessity of involving GPs and generic district nurses until late in a patient's illness".
Involving GPs in the last few months of a patient's life is worthwhile but surely it would be better to try and involve them many years earlier? This situation often only changes when the hospital simply cannot do without GP input, for example to prescribe expensive drugs or provide care at home, usually in the final stages of someone's life. All too often GPs are asked to take on the terminal care of patients for whom they have had minimal communication from the hospitals. It must be wrong for a GP to be able to write:
'My main regret is that I felt excluded from his care up until his terminal illness and, although I got to know him and his partner very well during the final few weeks. I am sure I would have given better care and more understanding had I known what was going on in treatment and management for a lot longer.' (personal communication S Pinney-GP London W13)
Making GPs feel excluded in this way may affect individual patient's care but it may also have adverse effects on efforts to promote sexual health in the general population. Change is inevitable as the prevalence of HIV infection rises and with new mechanisms for financing HlV services, but we should be clear that the reasons for improving communication with GPs relate to basic good clinical practice and offering people with HIV more choice and better access to appropriate services.
WHAT CAN GPs DO?
The most important reason given by people with HIV for not involving their CP is concern about confidentiality21,22,30. If GPs want to be more involved then they must take steps to convince patients of the security of clinical information in their notes. Providing a written statement of confidentiality may be one way of offering reassurance that CPs will not disclose information without written permission, will not openly tag notes with HlV diagnosis and that practice staff including receptionists are bound by the same rules-, If necessary GPs should provide training for their staff and publicize that they are doing so. The confidentiality issues raised have relevance for all patients and such an exercise may have benefits in other areas including, for example, the sexual health of adolescents.
One particular aspect of confidentiality relates to life insurance, since GPs provide medical reports concerning not only objective measures such as blood pressure or past medical history, but also to check up on the veracity of replies to 'lifestyle' questions-smoking, sexuality, diet etc. This role may discourage people from discussing their sexuality or sexual health with their GP. There is evidence 48 that a quarter of people will lie on an insurance application form about ever having had an HIV test, which necessitates withholding this information from the GP. Clearly the insurance companies also suffer if people routinely conceal information about their past medical history from GPs.
Although this is an issue which may be resolved by negotiation between the profession, the insurance industry and the Department of Health, some CPs have addressed it on an individual basis. An approach frequently mentioned by CPs attending the HIV/AlDS course at this hospital is to fill in sections on the insurance form about sexuality or previous HIV testing by stating that the practice has a policy not to answer any such questions as only the client is competent to do so. This policy of not answering questions about risk of HIV infection does not include answers to questions about proven illness-if someone is known to be HN positive this is obviously answered honestly as doctors have a duty to be truthful. If GPs do send patients to GU clinics to be HIV antibody tested, they should make it clear that they wish to be told of positive results and involved in care from the outset.
The second commonest reason for not involving GPs is the feeling that GPs lack the necessary skills and knowledge to deal with HIV21,22,30. To some extent GPs can remedy this by ensuring that they have access to training and education, but regular and relevant communication from the hospital must be central to enabling GPs to give proper advice to patients and to manage problems that patients present to them.
WHAT CAN HOSPITALS DO?
Firstly, people with HIV must be encouraged to register with GPs and to give permission for the hospital to write to the GP. In doing this hospitals must make it clear that they value GPs and think it important that they are involved early on. A small proportion of people will decline to register with a GP, preferring that all their care be at the hospital and dearly their choice must be respected.
Secondly, having obtained patients' permission to write to the GP the hospital must ensure that the GP is written to regularly and promptly. This is irrespective of whether the hospital thinks the patient ever sees that GP. It is hard for hospitals to judge whether individual patients use GPs and it s impossible to tell whether a patient may use a GP In the future.
Thirdly, hospitals should give some thought to the contents of letters, ideally after discussion with involved GPs. Acronyms should be avoided and unfamiliar investigations explained, including for example the significance of CD4 cell counts.
Fourthly, hospitals should consider setting up novel methods of communication. The current poverty of communication is a threat to good clinical practice, but it is also an opportunity to improve on traditional models. There are many examples from other specialities to guide such development.
Patient held records in the form of 'co-operation cards' are well established in antenatal care 49 and child health surveillances", and have been Successfully used in diabetes mellitus'[' and for patients with severe mental illness 52 . Interestingly, In the case of patients with mental illness, the group most opposed to their use was hospital based psychiatrists, none of whom were prepared to use them since they did not see that GPs had a role, even when heavily involved'S, Technological changes have opened up new possibilities. Electronic mail has been described as One way to speed up communication's although its application may be limited by the many computer systems in current use. More realistically faxes offer a rapid means of communication although care must be taken to ensure that confidentiality is maintained 54 • Shared care schemes in HIV have been started in several centres, and good communication is recognized as essential. One such scheme relies on a patient held record to transfer information between the hospital and the GP5S, and the GP has a~anagement protocol provided by the hospital tõ sslSt clinical decision making. Another relies on the un~ediate faxing of information to GPs when patients are seen in hospitals, with access to hospital consultants by telephone 24 h per day for emergencies (personal communication Suzanne Smith-HIV Integrated Care Project, Hammersmith Hospital, London W12). Both of these schemes are too new to have been formally assessed as yet.
The most appropriate system for any area must depend on local circumstance-, but the core of Communication is covered by the first 3 points above. Hospital units in areas of high prevalence need to audit their basic communication with GPs at all stages of HIV disease and act to correct any deficiencies identified. In areas of lower prevalence, Where GU clinics are likely to be the future p~oviders of most of the outpatient care for people with HIV, they must prepare themselves now to aV~id marginalizing primary care. Good communicatIon is central to this and can help hospital HIV units and GPs to increasingly work together to Guthrie and 
provide quality care for people with HIV in both the hospital and the community.
